Sir -In their recent paper Kay & Hannaford (1988) tentatively concluded that oral contraceptive use 'before the first term birth may be associated with an increased rate of presentation of breast cancer in women under the age of 35 years'. They point out that studies designed to explore the association between breast cancer and oral contraceptive use have produced inconsistent results and are rightly cautious in their overall interpretation of their study findings. When different studies of the same subject produce conflicting results, it is essential to evaluate each study critically in order to ascertain how the conflicts might have arisen. Kay and Hannaford's study has several problems which may invalidate even the most tentative of conclusions.
The study is based on a cohort recruited in 1968-69 of about 23,000 women, who were then current users of oral contraceptives, and a similar number of women who were not using oral contraceptives. The patients were recruited through a network of research orientated general practitioners. In an earlier paper (Royal College of General Practitioners, 1974) The breast cancer rates quoted were standardised for 'age and parity at the time of diagnosis and daily cigarette consumption and social class at recruitment'. Presumably this procedure was adopted in order to eliminate the effects of important confounding variables. The authors accept that age of mother at first birth is an important determinant of breast cancer risk but they did not foresee the need to collect this piece of information when the study was designed. Their justification for adopting parity as a proxy for age at first pregnancy is that Macmahon et al. (1970) The standardisation for social class measured at the time of recruitment to the cohort presents similar problems to those of cigarette smoking. It has been established that there is an association between carcinoma of the breast and social class at the time of diagnosis. It is unlikely that the social class distribution of a group of women will be sufficiently stable over 17 years to justify using the social class at recruitment to the study as a proxy for social class at diagnosis.
The use of exposed and non-exposed woman years as the main denominator in many of the analyses makes it difficult to establish how many different women were in the subcategories described, but it is possible to highlight an important anomaly. Table III of Kay & Hannaford's paper sets out breast cancer risk by parity in ever users and controls, and the risk ratios (after standardisation for age at diagnosis and social class and smoking habit at recruitment). The risk ratio is computed by dividing the incidence rates among the ever users by the incidence rates among the never users (controls). This indicates a significant increase in risk of between 2.2 and 17.1 among the ever exposed of parity 1 compared to controls of the same parity. Using the same methodology it is clear that parity has different effects on controls compared to the ever users (see Table) . Ever 
